Introduction
The Medicaid program was enacted in 1965 to provide access to mainstream health care for the poor. Considerable research since then suggests that significant gains in access to care have been achieved for the poor population, many of whom are covered by Medicaid (Aday, Andersen, and Fleming, 1980) . Use of health services by the Medicaid population has come under increasing scrutiny as States and the Federal Government seek to control the health portion of their budgets. Utilization patterns of the Medicaid population depend on several factors, ranging from the characteristics of the covered populations to the limits particular State programs place on services provided. The Medicaid population is, by definition, poor. Medicaid eligibility requires low income, although income eligibility levels vary considerably by State. However, as many observers of the program have noted, Medicaid does not cover all poor people (Rymer, Burwell, and Madigan, 1984; Joe, Meltzer, and Yu, 1985; Reinhardt, 1985) . National data from 1980 indicate 49 percent of the poor and 23 percent of the near poor had Medicaid coverage during that year (Kasper, 1986) . More recent data on recipients only (those who used services as opposed to all eligibles) indicate declining ratios of Medicaid recipients to the population with incomes below poverty (.64 in 1984 , down from levels of .72 in 1972 and .92 in 1977 , Gornick, Greenberg, Eggers et al., 1985 .
One of the major factors in health care use by Medicaid eligibles, as for any population, is health status. The health status of this group as a whole may be expected to be worse than that of the rest of the population for three reasons.
• Those with Medicaid are poor and the relationship between poverty and poor health is well documented.
• Many adults receive coverage because they are disabled and receiving Federal assistance in connection with their disability under the Supplemental Security Income (SSI) program. 1 • In States that have programs for the medically needy, people may qualify for coverage because they incur medical expenses that bring their incomes below the qualifying level. The complex eligibility criteria for Medicaid result in a heterogeneous population with regard to many characteristics including health status.
This article describes and compares the health status of various eligibility groups within the Medicaid population to that of poor persons without Medicaid and persons who are not poor. It examines physician, prescribed medicine, and hospital use among persons in these populations who are in poor health and thus have the greatest need for care. Only the noninstitutionalized population is included in this analysis because the 1980 National Medical Care Utilization and Expenditure Survey (NMCUES), from which these data are taken, excluded the institutionalized population.
National data on health status of Medicaid eligibles by eligibility category and use of services are presented in this article for the first time.
Comparisons are made, as well, between those with and those without Medicaid. Of particular interest are comparisons of the Medicaid-covered with the poor who do not qualify for Medicaid. In addition, data are presented for the Medicaid populations of four States-New York, California, Michigan, and Texaswhich together represent almost one-half of the national Medicaid population.
Determinants of Medicaid eligibility
The eligibility criteria that have developed since the Medicaid program was implemented have resulted in one of the most complex of all assistance programs (Rymer, Oksman, Bailis et al., 1979) . In general terms, Medicaid coverage is tied to eligibility for government cash assistance programs, specifically Aid to Families with Dependent Children (AFDC) and Supplemental Security Income (SSI) for the aged, blind, and disabled. About three-quarters of all Medicaid recipients (users of services, not enrollees) were receiving cash payments through AFDC or SSI eligibility in 1984 (Gornick, Greenberg, Eggers et al., 1985) .
Because Medicaid is jointly financed by Federal and State governments, States have considerable flexibility in designing their Medicaid programs within broad Federal guidelines. States must provide Medicaid coverage for all AFDC cash recipients but have the authority to set the need standards that determine who qualifies for AFDC. In most States, persons receiving SSI assistance are automatically eligible although there are some exceptions. There are several optional groups that may be covered by Medicaidthese are the AFDC and SSI noncash Medicaid eligibles as well as others such as children in foster homes or institutionalized persons who would be receiving cash assistance were they not institutionalized.
Aside from deciding about coverage for these optional groups, States may choose to cover medically needy individuals. A medically needy program greatly expands the number of potential eligibles, and as of 1980, 29 States and the District of Columbia had such a program (that number has remained unchanged to 1986). The decision to cover the medically needy means extending Medicaid coverage to persons with incomes below the medically needy income standard who meet categorical eligibility criteria. Also included are those who experience medical bills sufficient to reduce income below the medically needy standard. This standard is set relative to AFDC payment standards (not to exceed 133-1/3 percent of the highest amount paid to an AFDC family of the same size). As a result, in most States the medically needy level is lower than the SSI cash assistance level for which a national minimum exists. (Gornick, Greenberg, Eggers et al., 1985 presents medically needy and SSI cash assistance levels for all States.) There is no national minimum for AFDC income levels. These are set at the discretion of the States.
In addition to those groups already mentioned, some States also provide Medicaid coverage to other poor or medically needy persons regardless of whether they meet categorical eligibility criteria, but the entire expense for these State-only eligibles rests with the States. (Greater detail regarding Medicaid eligibility and program characteristics is available in Rymer, Oksman, Bailis et al., 1979) .
As this brief description makes clear, eligibility for Medicaid is tied primarily to poverty or poverty in conjunction with poor health. Consequently, the composition of the Medicaid population is different from that of the U.S. population as a whole. Examining the health status of the Medicaid population and its use of health care requires that both the diverse characteristics of this population and type of eligibility be taken into consideration.
Data and methods
The data for this article are taken from the 1980 National Medical Care Utilization and Expenditure Survey (NMCUES). NMCUES was designed to provide data addressing a broad range of policy issues concerning the financing and delivery of health services in the United States. A national probability sample of 6,600 households (about 17,900 people) from the civilian noninstitutionalized population comprised the NMCUES national sample. The household survey component consisted of five interviews conducted with respondents to gain detailed information about medical care use, expenditures, sources of payment, health insurance coverage, and respondent characteristics for calendar year 1980.
In addition to the national survey, four separate surveys were conducted of the noninstitutionalized Medicaid-eligible populations of New York, California, Michigan, and Texas. A stratified sample of sufficient size was drawn from each State's Medicaid eligibility file to yield 1,000 Medicaid noninstitutionalized cases (about 3,400 people) in each State. The same data collection procedures were used for the State Medicaid Household Survey (SMHS) as for the national household survey component. Although most of the data presented in this article are from the national household sample, some data from the four-State sample are shown. NMCUES was cosponsored by the Health Care Financing Administration and the National Center for Health Statistics. The data were collected by the Research Triangle Institute and its subcontractors, the National Opinion Research Center and Systemetrics, Inc.
Measures of health status
There are a variety of ways to evaluate health status, ranging from respondent-reported assessments to clincial examinations. The measures used here are self assessments of health reported by respondents and are those developed over the years for use in surveys such as the National Health Interview Survey (conducted by the National Center for Health Statistics), the National Health Care Utilization Surveys (conducted by the Center for Health Administration Studies, University of Chicago), and the Rand Health Insurance Experiment (conducted by the Rand Corporation). Although these measures have their limitations, they identify persons in the poorest health and have been shown to relate well to levels of health service use. Because these measures have been used to describe the population as a whole for some years, it is of interest to evaluate the Medicaid population by these same measures and, in particular, to do so by type of Medicaid eligibility. A description of these measures follows:
Perceived health status-Respondents were asked how they viewed their health relative to others their age. A parent responded for children under 14 years of age. Responses were coded "excellent," "good," "fair," or "poor," and are grouped as "excellent or good" and "fair or poor" in this article, for reasons of sample size.
Activity limitations-A series of questions used routinely in the National Health Interview Survey was used to determine whether a person had a chronic condition that limited his or her activities. A chronic condition was one that lasted 3 months or longer, or was one of a number of conditions defined as chronic by the National Center for Health Statistics (NCHS) for this purpose. The activities asked about were age-related so that adults were asked about work and children about play. The NMCUES sample yielded very few children with activity limitations. Data for this measure are not presented for children. Four categories resulted from this series of questions:
• Person was not limited in any way.
• Person was not limited in his or her major activity (such as work or play), but was limited in performing other activities.
• Person was limited in the amount or kind of performance of his or her major activity.
• Person was unable to perform his major activity.
Functional limitations-There are numerous measures of functional limitations but all focus on a person's ability to perform specific activities of daily living (Katz, Ford, Moskowitz et al., 1963; Katz and Akpom, 1976; Shanas, 1977) . The measures used in NMCUES were adapted from a set used in the Rand Health Insurance Experiment (Stewart, Ware, Brook et al., 1978) . A series of 14 questions were asked of all persons 17 years of age or over, and an 8-item scale was constructed from these questions to reflect severity of levels of functional impairment (the questions are available in Bonham, 1983; Corder, Williams, and Conklin, 1986 , indicates how the scale was created). Among those persons with some limitation (not restricted to only those caused by chronic conditions because so few nonchronic conditions were reported, Corder, Williams, and Conklin, 1985) , persons were classified according to the most severe limitation they reported. The least severe category was "limitation of vigorous activities" and the most severe was "needs assistance with selfcare."
Restricted activity days-Restricted activity days includes days when because of illness a person was in bed, did not go to work or school, or cut down on usual activities. In NMCUES, the recall period for restricted activity days was about 3 months rather than the 2-week period used in the National Health Interview Survey (NHIS).
Restricted activity days can be viewed as either a measure of health status or a behavioral reponse to illness (Mechanic, 1979; Wolinsky, Coe, Miller et al., 1983) . Unlike the activity and functional limitation measures, however, they reflect the effects of both acute and chronic illness. For this reason, they may better reflect health status differences in some populations where chronic conditions are rare, such as children.
Medicaid eligibility and aid category
Medicaid eligibility and aid category in NMCUES were based both on reports by respondents and verification from administrative records. A file was constructed from administrative records provided by the States that were included in the national sample. All persons who reported Medicaid and were verified through records as Medicaid eligibles were assigned the appropriate aid category. Some persons were regarded as Medicaid eligibles based on reporting of cash assistance or sources of payment for medical care even though they were not found in administrative records (about one-third of all eligibles). In other words, all those reporting cash assistance could be assigned an aid category. Not every noncash eligible could be assigned an aid category, however. Thus, this article groups all noncash eligibles with State-only eligibles (who may be cash or noncash). The Stateonly eligibles are a very small group. Noncash eligibles include both optional coverage groups, such as low-income children under 21 years of age or families with unemployed fathers and the medically needy.
Reliability of estimates
Because the data in this article are based on a sample of the U.S. population, they are subject to sampling error. Tests of statistical significance (Zscores) were used to determine whether differences between population estimates were significant at the .05 level. More details concerning the statistical design of NMCUES, weighting and imputation procedures, and the standard errors for the estimates presented in this article are available on request.
Findings

Factors influencing health status differences
The Medicaid population is expected to be in poorer health because of the link between poverty, poor health, and eligibility already discussed. Even without these obvious influences, however, two additional factors may contribute to observed health differences between the Medicaid and non-Medicaid populations: the age and sex distributions of these populations and differences in how health status is perceived and reported.
The eligibility criteria for Medicaid result in large differences in the age and sex composition of this population compared to persons not eligible for Medicaid. Overall, there is greater representation of both children and the elderly within the Medicaid group ( Table 1) . The age distribution is most skewed among male eligibles. Relatively few adult males gain Medicaid eligibility because they are seldom the AFDC adult. Most males with Medicaid are children under 18 years of age-60 percent compared with 27 percent of males without Medicaid who are not poor.
About one-fourth of males with Medicaid are between 18 and 64 years of age. In contrast, 65 percent of the male population without Medicaid who are not poor fall within this age range. Medicaid eligibility for males 18-64 years of age derives mainly from SSI disability or coverage not associated with cash assistance, such as medically needy status. The remaining 12.8 percent of males with Medicaid are age 65 or over compared with 8.0 percent in the same age group without Medicaid and who are not poor. A higher percentage of males with Medicaid were 75 years of age or over as well.
Because of the presence of AFDC mothers primarily in the group 18-44 years of age, the female Medicaid population is more evenly distributed by age than is the male Medicaid population. As a whole, the Medicaid population between 18-64 years of age is predominantly female for the same reason-most AFDC adults are women. Of the female Medicaid population, 37 percent are children under 18 years of age, compared with 26 percent who are not poor. Females 18-64 years of age represent 44.3 percent of all females with Medicaid compared with 64.7 percent of females who are not poor and without Medicaid.
Among females with Medicaid, 14.1 percent are 65 years of age or over compared with 9.3 percent of those without Medicaid who are not poor. The percentage of females 75 years of age or over was not significantly different between the Medicaid population and the population that is not poor (3 to 4 percent).
The poor without Medicaid, similar to the Medicaid population, are overrepresented among the youngest and oldest age groups. Compared with the 11.6 million children under 18 years of age with Medicaid coverage, about 9.7 million poor children in this age range are not covered by Medicaid.
There are fewer working-age adults (18-64 years) in the poor population without Medicaid coverage and a higher percentage of elderly persons than in the population that is not poor. The difference is most striking among females.
Of poor females without Medicaid coverage, 21 percent are age 65 or over, compared with 9.3 percent of females who are not poor. Of poor females without Medicaid, 10 percent are age 75 or over, compared with 2.8 percent who are not poor, and 4.3 percent of those with Medicaid coverage.
To control for differences in age distributions among the populations of interest, the data that follow are presented within age groups. Persons 65 years of age or over are grouped together for reasons of sample size, even though Table 1 indicates differences among these populations in the proportion of persons 75 years of age or over. Because increased age is associated with a greater likelihood of poor health and use of health services, age differences within the elderly group may remain a factor in health status and utilization differences detailed later in this article.
As already noted, females are overrepresented in the adult Medicaid population. For example, they constitute 86 percent of the AFDC population from age 18 to 44. It is now well documented that females have higher levels of morbidity and health services use than do men (Verbrugge, 1985) . Females are a smaller proportion of the population without Medicaid who are not poor. This may account for some of the health status and utilization differences between this group and the population with Medicaid, particularly among those age 18-44 years. The sample size was not sufficient to show data by both age and sex. (Kovar and Wilson, 1976) . These data show that among the elderly without Medicaid who report excellent or good health, about one-half report a functional or activity limitation as well, compared with less than one-fourth of the age group, 45-64.
Comparisons of health status
Presented in Tables 3, 4 , and 5 are measures of health status for the Medicaid population by aid category and for persons without Medicaid coverage, both poor and not poor. Most children and young persons under age 18 are in good health (Table 3) . However, at least twice the percentage of both young (under 6 years) and older (age 6-17) children with Medicaid are in fair or poor health, compared with children without Medicaid who are not poor.
No significant differences were found between those with Medicaid and others in the mean number of restricted-activity days among children age 17 or younger. However, for children under 6 years in fair or poor health, the average number of restrictedactivity days is much higher for Medicaid children (26.4 days) than for children who are not poor (16.2 days). For children under age 6 who had 15 or more restricted-activity days, children with Medicaid again have a higher average number of restricted days. Among children age 6-17 in fair or poor health, those with Medicaid have fewer restricted-activity days than children without Medicaid who are not poor. For older children with 15 or more restricted-activity days, there were no differences between those with and without Medicaid.
The distribution of restricted-activity days indicates children with Medicaid are more likely to have no restricted-activity days than are children who are not poor. A similar pattern was observed between children with and without Medicaid for the distribution of bed-disability days (data not shown).
These data on restricted-activity days provide conflicting messages about differences in health status between children with and without Medicaid. Although restricted-activity days may serve as a health status measure, there are difficulties of interpretation, particularly for children. One problem is that parents were asked to report numbers of restricted-activity days over a 3-month period prior to each interview. Differential ability to recall such data accurately may account in part for the pattern of number of restricted-activity days just discussed. Furthermore, there is no way of knowing whether restricted-activity days may be underreported for children with Medicaid or overreported for those without Medicaid. A second problem lies in the extent to which restricted-activity days are a response to illness rather than a direct reflection of differing levels of morbidity. Use of restricted-activity days as a health measure for children is further complicated because parents play a role in deciding when normal activities should be restricted because of illness. In short, these data on restricted-activity days probably reflect variations in recall of events or response to illness by socioeconomic status as well as differences in health status.
Among adults, the Medicaid population is in generally poorer health than both the poor without Medicaid and the population that is not poor (Table  4) . Among those age 18-44 and 45-64, both the total Medicaid population and each aid category are more likely to be in fair or poor health, to have a limitation of activity, and to have a functional limitation than either those who are not poor or the poor without Medicaid. Mean restricted-activity days were highest for the Medicaid population as well.
AFDC cash eligibles age 18-44 are four times more likely to report being in fair or poor health than those without Medicaid who are not poor (27.1 percent compared with 6.0 percent). Not surprisingly, in the SSI disabled population, 46.2 percent of the age group 18-44 and 73.8 percent of those 45-64 are in fair or poor health. Presence of activity and functional limitations in the SSI disabled population is quite high as well, about 60 percent in both age groups reported an activity limitation. This compares with about 3 percent of those age 18-44 and 8 percent of those age 45-64 who are not poor.
Among the elderly (age 65 or over), about one-half of both the SSI aged and other eligibles are in fair or poor health compared with about one-third of the elderly who are not poor. Among those age 75 or over, 51.0 percent of those with Medicaid are in fair or poor health compared with 33.1 percent of those who are not poor (data not shown). Of the Medicaid elderly, 70-80 percent reported a functional limitation compared with one-half of the elderly who are not poor. 4 Fewer than 20 cases or relative standard error greater than or equal to 50 percent. 5 AII noncash eligibles and all State-only eligibles, both cash and noncash. In almost every instance, the poor without Medicaid are in worse health than those who are not poor. They are more likely within each age group to report being in fair or poor health than persons who are not poor. For example, more than 40 percent of poor persons without Medicaid are in fair or poor health in the age groups 45-64 and 65 or over. A higher percent of the poor without Medicaid who are under age 65 report an activity limitation. In addition, one-half of those age 45-64 report a functional limitation compared with about 28 percent of persons who are not poor in that age group. Finally, more of the elderly poor without Medicaid report a functional limitation than the elderly who are not poor. Although the Medicaid population is in the worst health, those who are poor and without Medicaid are in much worse health than those who are not poor.
Types of functional limitation for persons with and without Medicaid by age group are shown in Table 5 . Persons are classified by the most severe limitation 
Health status and services use
The health status of the Medicaid population is of interest because of the implications for health care use. Health status has been shown to be one of the best predictors of use of health services (Andersen, 1968; Andersen and Newman, 1973) . The previous section of this article documents the poorer health status of the Medicaid population as a whole and by aid category in comparison to those without Medicaid, particularly those who are not poor.
The Medicaid program was intended to provide access to mainstream medical care for some of the most disadvantaged population groups. This section examines whether for those at greatest risk-persons with poor health status-Medicaid coverage results in levels of health service use comparable to similar persons without such coverage. Use of physicians' services, prescribed drugs, 2 and inpatient hospital care are shown by age group and aid category.
Coverage of physician and hospital services is required of all State Medicaid programs, but coverage of prescribed drugs is optional and need not be extended to the medically needy program. Nevertheless, in 1980, only two States provided no coverage for prescribed drugs and only one State with a medically needy program did not extend drug coverage to this group. Almost all States did impose some type of limitation on drug services, either through restricted formulary lists or limits on number of prescriptions or refills per month.
Among children in fair or poor health (Table 6 ) or those with 15 or more restricted-activity days (Table  7) there are almost no differences in use of health services between those with Medicaid coverage and those without. The exception is the lower average number of prescribed drugs for older (age 6-17 years) Medicaid children compared with those who are not poor (3.8 for the former compared with 6.3 for the latter, Table 6 ). Otherwise, among children with fair or poor health, those with Medicaid are as likely to see a physician or obtain a prescribed drug as children who are not poor. They had similar numbers of physician visits as well.
Among adults under age 65 in fair or poor health (Table 8) , those with Medicaid are as likely, or more likely in some instances, to see a physician or use at least one prescribed drug as adults without Medicaid who are not poor. Poor persons without Medicaid, however, are significantly less likely to obtain prescribed drugs than their counterparts who are not poor. In the age group 45-64, they are less likely to see a physician as well. In the elderly population age 65 or over, most of whom have Medicare coverage, those with Medicaid and in fair or poor health are both more likely to see a physician and more likely to use a prescribed drug than those without Medicaid and in fair or poor health.
Higher mean numbers of physician visits and prescribed drugs occurred for persons with Medicaid in both the age 45-64 and age 65 or over populations in comparison to the poor without Medicaid. Persons with eligibility other than SSI cash assistance had the highest levels of use, which may indicate the poorer health of the noncash eligibles among whom are the medically needy.
Use of services for adults with functional limitations is presented in Table 9 . Almost no differences exist in the likelihood of seeing a physician or using a prescribed drug. However, mean numbers of physician visits and prescribed drugs are consistently higher for those with Medicaid than for the poor without Medicaid coverage, 9.7 versus 5.7 mean physician visits among those age 18-44 and 9.8 versus 6.7 among those age 65 or over. As before, mean numbers of physician visits, prescribed drugs, and restricted-activity days are much higher for other eligibles (noncash and State-only Medicaid eligibles). Average number of prescribed drugs purchased is especially high among those age 45-64 with Medicaid and having a functional limitation, 20.3 per person for the SSI disabled and 23.7 for other eligibles, compared with about 13 for persons without Medicaid.
The use of hospital services for persons in fair or poor health and persons with a functional limitation is presented in Table 10 . Among those age 18-44, there are no differences in likelihood of an admission or average number of days between those with and without Medicaid. For those with a functional limitation, there was a greater likelihood of hospitalization among other eligibles (noncash and State-only) in the age 45-64 group. As already noted, physician visits and prescribed medicine purchases were higher for this eligibility group as well.
The elderly (age 65 or over) in the other (noncash and State-only) category have both a greater likelihood of hospitalization and higher average numbers of hospital days than the elderly without Medicaid, both the poor and those who are not poor. Because older individuals within the elderly population are at greater risk for hospitalization, one explanation might be that noncash and State-only eligibles are older. However, this is not the case. Persons age 75 or over represent about 29 percent of elderly noncash and State-only eligibles. They represent about 50 percent of SSI aged cash recipients whose use of hospital services is generally not different from that of the population without Medicaid.
Utilization, including hospital use, is shown only for those reporting poor health. It is possible that although fewer persons in the noncash and State-only group are age 75 or over, they make up a higher percentage of those in poor health. However, among the Medicaid elderly who report fair or poor health, about 49 percent of cash recipients are age 75 or over, compared with 33 percent of other eligibles (data not shown). Thus, the higher rates of physician, prescribed drug, and hospital use among elderly noncash eligibles appears to be a result of the poorer health of this group, rather than the greater age of this population. Among these noncash and State-only eligibles are the medically needy, and these data confirm the greater demand for health services by these individuals, even within a population all of whom report poor health.
Differences in four-State survey
In addition to the national survey, data were collected in State Medicaid Household Surveys conducted in New York, California, Michigan, and Texas. The States were chosen for their large Medicaid programs, their locations in different regions, and their Medicaid programmatic differences ranging from generous to restrictive in terms of benefits and eligibility.
The four States varied greatly in the composition of their Medicaid programs. Eligibility requirements were different, so that individuals in identical financial circumstances may have qualified for Medicaid in one State but not another. Texas, for example, has much lower AFDC payment levels than the other three States and no medically needy or State-only program. A brief description of program differences by State is presented in Table 11 .
Some differences in likelihood of reporting fair or poor health are shown in Table 12 . AFDC cash recipients under age 18 in California, Michigan, and New York are more likely to be in fair or poor health than the national Medicaid population for this age 5.9 5,6 11.8 group. In each aid category, the Texas group is more likely to be in fair or poor health than the national average, with the exception of the under age 18 AFDC group.
With regard to physician use (Table 13 ), the four States are similar to the national population in each category with the exception of the SSI blind or disabled cash recipients in California, Michigan, and New York are more likely to see a physician. Mean physician visits are higher in California and New York for this group as well. Mean numbers of prescribed drugs are significantly lower for adults with Medicaid in each aid category for the four States compared with the national population. Information in Table 11 does not suggest that coverage of drug services was particularly restrictive in these States.
In Table 14 few differences are indicated in hospital use by the four State populations compared with the national Medicaid population. The noncash and State-only eligibles in New York and California are less likely to be hospitalized and average fewer hospital days than the national population.
Conclusions
By several measures of health status, the Medicaid population is in worse health than persons without Medicaid coverage. This relationship holds for children and adult AFDC recipients as well as the SSI and noncash eligible populations. At the same time, poor persons without Medicaid coverage, although often in better health than the Medicaid-covered, are in worse health than those who are not poor.
Among Medicaid children under 6 years of age, the percentage in fair or poor health is twice that of children who are not poor. Among the age group 6-17 with Medicaid, the percentage in fair or poor health is three times that of children who are not poor. Numbers of restricted-activity days among those in fair or poor health are much higher for young Medicaid children compared with similar children who are not poor, but the reverse was true for older children. Among children in poor health by the measures used here, Medicaid coverage provided levels of physician and prescribed drug use comparable to that for children who are not poor. The measures of health status for children that are available from NMCUES are limited. Perceived health status and restricted-activity days are used in this article. Shortcomings of restricted-activity days as a health status measure for children were previously discussed. Studies of specific health problems such as lead poisoning, otitis media, and psychosocial and psychosomatic problems have consistently shown greater severity of illness and higher prevalence of these types of conditions among poor children (Egbuonu and Starfield, 1982) . Additional measures of children's health status need to be included in future surveys to contribute to a better understanding of the relationship between poverty and poor health for children.
Medicaid adults in all aid categories exhibit poorer health status when compared with other adults in the same age group. These differences are not limited to disabled adult eligibles but extend to AFDC recipients and the SSI aged. Among AFDC cash recipients age 18-44, for example, the percentage with activity limitations is three times that for persons in the same age group without Medicaid coverage who are not poor. Higher levels of activity and functional limitations are observed when compared with persons without Medicaid coverage. Most striking, perhaps, is the much greater severity of functional limitations among Medicaid eligibles. For the elderly, one-half of those reporting a functional limitation said they were limited in their ability to get around or needed assistance in walking or with self care. Among the elderly who are not poor, only 27 percent of those reporting any functional limitation reported one of these three severe categories.
These results confirm the poor health status of Medicaid eligibles of all ages and within all aid categories. There are suggestions as well that within the population of all persons in poor health, Medicaid eligibles have more severe health problems, particularly the noncash eligibles. Their higher rates of physician and prescribed medicine use, greater likelihood of hospitalization, as well as severity of functional limitations, point to such a conclusion.
These data also indicate that poor persons without Medicaid coverage, although generally in better health than the Medicaid population, are in significantly worse health than those who are not poor. Poor adults of all ages without Medicaid are more likely to be in fair or poor health and are more likely to have activity limitations (for those under age 65) and functional limitations (for those age 45 and over) than those who are not poor.
One approach to evaluating whether health care is equitably distributed in a population is to examine whether those with the greatest need for care obtain it (Aday, Andersen, and Fleming, 1980) . Among persons in poor health, Medicaid coverage provides access to health care at levels comparable to those for persons in the U.S. population who are not poor. The importance of Medicaid coverage in obtaining care is illustrated by the reduced likelihood of seeing a physician and purchasing a prescribed drug among the population under age 65 who are in poor health, are poor, and have no Medicaid coverage. Medicare coverage of persons age 65 or over mitigates the effects of income on use for the poor elderly population. Rates of use by Medicaid eligibles in poor health, on the other hand, are equal to or often higher than for persons who are not poor. Mean numbers of physician visits and prescribed drugs purchased are especially high for noncash and Stateonly eligibles, the aid category containing medically needy eligibles.
Since 1980, considerable changes in the Medicaid program have occurred which have affected both the number of persons covered by Medicaid and the composition of the covered population. More recent national data are needed to evaluate whether the findings of this study hold under the current environment.
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